We present a rare case of pediatric conductive hearing loss due to a high lateralized jugular bulb. An s-year-old boy with a right-sided conductive hearing loss of 40 dB wasfound to haveapink bulge toward theinferiorpart of therighteardrum. Computedtomography showed ahigh, lateralized rightjugular bulb that had a superolaterally pointing diverticulum that bulged into the lower mesotympanum andposteriorexternalauditorymeatus. It was explained to the child's parents that it is important never to put any sharpobjects into the ears because of the risk of injury to thejugular vein. A high, lateralized jugular bulbwith a diverticulum isa rare anatomic abnormality. Volume 95, Number 6 Volume 95, Number6 WHY DO GERIATRIC PATIENTS VISIT OTORHINOLARYNGOLOGY? Continued from page 226
Introduction
We report a case of a high, lateralized jugular bulb as the cause of conductive hearing loss in an 8-year-old boy. The jugular bulb was visualized on otoscopy, and computed tomography (CT) confirmed that he had a high, lateralized jugularbulb with bony dehiscence. This is a rare cause ofconductive hearing loss, which resulted in diagnostic difficulties. It is important to be able to recognize this condition on otoscopic examination, as failure to diagnose it could have disastrous consequences.
Case report
A 5-year-old boy first presented to the Ear, Nose, and Throat Department with reduced hearing on the right side. He had normal speech development, no tinnitus, and no other medical history of note. He was born at term by spontaneous vaginal delivery. There was no contributing family history.
On initial examination, the patient's right tympanic membrane was retracted and there was evidence of a middle ear effusion; his left tympanic membrane was normal. He had good airflow through both nostrils and had grade 2 tonsils. He had conductive hearing loss on his right side with normal hearing in his left ear.
This patient continued to be observed and was consistently found to have a right-sided middle ear effusion and conductive hearing loss to 40 dB at 500 and 1,000 Hz. His right-sided tympanogram was flattened. On subsequent examination 3 years later, when he was 8 years old, he was found to have a pink bulge toward the inferior part of the eardrum (figure 1), which was thought to represent the jugular bulb.
Computed tomography (CT) was performed, which showed a high and lateralized right jugular bulb that had a superolaterally pointing diverticulum that bulged into the lower mesotympanum and posterior external auditory meatus (figure 2). Additionally, there was some subtle bony dehiscence overlying the diverticulum/ bulb. The ossicular chains were intact bilaterally, and the middle ear clefts were otherwise normal.
After discussion it was decided that no active management of this condition was needed. It was explained to the child's parents that it is important never to put any sharp objects into the ears because of the risk of injury to the jugular vein.
Discussion
The internal jugular vein is the drainage system of the brain and superficial parts of the face and neck. The jugular bulb normally lies below the floor.of the hypotympanum ofthe middle ear,' A study by Overton and Ritter examining temporal bones found a highplaced jugular bulb extending into the middle ear in 6% of people.' However, it is rare to find a high jugular bulb with a diverticulum as was seen in our case.' Although a high -placed jugular bulb is a well-known abnormality, it is often overlooked, and in our patient it took 3 years until he was correctly diagnosed. It is also likely that the finding was obscured by middle ear effusions. However, it isimportant to recognize the variant because surgery on the tympanic membrane would have serious consequences.'
Most people with this anatomic variation are asymptomatic.Y When symptoms do occur, they include conductive hearing loss and pulsatile tinnitus.t" Pulsatile tinnitus can occur when there is erosion of the jugular bulb into the inner ear,' However, our patient did not complain of tinnitus. The mechanism of conductive hearing loss is not always known, and theories include interference of the jugular bulb with the tympanic membrane, obstruction of the round window niche , and interference of the ossicular chain."
In our patient CT scans showed that the ossicles were intact. The fact that there was a diverticulum bulging into the hypo-and lower mesotympanum and posterior external auditory meatus leads us to think that the conductive hearing loss was likely due to interference with the tympanic membrane. However, a 40-dB hearing loss would be a significant amount of loss to be associated with this. There was evidence of a middle ear effusion at some of the clinic visits, and this could have contributed to the hearing loss.
The differential diagnosis of unilateral conductive hearing loss with a pink bulge visible on otoscopy would be a glomus tympanicum tumor. These are rare, benign neoplasms that develop from glomus bodies along the tympanic nerve in the middle ear,' They tend to Occur in later life and have a female predominance.' Pulsatile tinnitus is the commonest symptom, followed by hear- ing loss. CT is the preferred diagnostic modality for these tumors,"
Conductive hearing loss associated with a high, lateralized jugular bulb with bony dehiscence has been described previously, but the articles have been limited to case reports." Few cases have been described in children.' Correct diagnosis ensured that inappropriate intervention did not occur, and parents were reassured by knowing the cause of the hearing loss.
